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ABSTRACT 
Purpose: The purpose of this study was to develop a deeper understanding on how 
health care personnel deal with a certain policy and to explore and describe the 
experiences of staff working at clinics in King William’s Town (Eastern Cape) regarding 
Primary Health Care delivery.   
Objective: To explore health care personnel’s perceptions on how the implementation 
of the Primary Health Care policy has influenced the provision of Primary Health Care 
Services. To propose recommendations that can be used to improve service delivery 
at the clinics. 
Methods: Semi structured interviews were used to clarify concepts, problems and 
allow for the establishment of a list of possible answers or solutions to the problems 
experienced by the health care personnel. Analysis began with open coding where 
transcribed interviews were read and coded line by line to identify descriptions of 
thoughts and actions. A systematic coding framework was developed; this included 
grouping the data into key themes.  
Conclusions:  Although the challenges that exist in implementing primary health care 
are clearly understood, Primary Health Care nurses should be well equipped with the 
tools and equipment they need to successfully execute their duties. The improvement 
of their working conditions is of paramount importance.  
 
Keywords: 
Primary Health Care, Perceptions, Professional nurses, Qualitative research, Urban 
Clinics. 
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CHAPTER 1 
INTRODUCTION AND BACKGROUND OF THE STUDY 
1.1 INTRODUCTION 
Efforts to improve the health care for all the citizens of South Africa led to the adoption 
of the Primary Health Care (PHC) system in 1994, as a basic mechanism for the 
provision of health care in South Africa (SA) (Pillay, 2003). The adoption of the PHC 
system was a sequel to the International Conference on Primary Health Care held in 
Alma-Ata, Kazakhstan, Central Asia on 12 September 1978. The conference was 
organized in response to widespread dissatisfaction with existing health care services 
in many developing countries. It was at this conference that a declaration was made 
that the main social target of governments; international organizations, and the world 
community in the coming decades should be the attainment of high levels of health 
systems. It was expected that this would permit all people to lead a socially and 
economically productive life by the year 2000. The PHC system was seen as the key 
to attaining the aforementioned targets. Therefore, each country was obliged to 
formulate national policies, strategies and plans of action to sustain PHC as part of a 
comprehensive national health system (Hall & Taylor, 2003:17).  
In an endeavour to improve the quality of life of all citizens and in accordance with its 
recognition of fundamental human rights, the South African Constitution in Section 27 
(1)(a) includes the right of access to health care services (RSA, 1996). Furthermore, 
the Mandela Administration on October 1, 1997 introduced the principle of Batho-Pele 
(people first). The Batho Pele principle (White Paper on the Transformation on the 
Public Service Delivery of 1997) states that the South African Public Service will be 
judged using the following criterion: its effectiveness in delivering services that meet 
the basic needs of all South African citizens. These services include amongst others, 
public health care delivery (RSA, 1997). Furthermore, in the year 2000, the 
Department of Health, in consultation with various other bodies, developed a National 
Patients’ Rights Figure. The Figure promotes and protects the rights of patients in the 
health care sector (RSA, 2004). On the other hand, the health care sector is expected 
and obliged to respect and maintain the nationally accepted Patients’ Rights Figure 
(HPCSA, 2008). 
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In 2001, the South African Department of Health (DoH) introduced a comprehensive 
PHC service package. This was an integrated package of essential PHC services that 
would provide a solid foundation for a single unified health system. It would contribute 
to greater social justice and promote equity by reducing the gap between those who 
have access to an appropriate level of care and those who do not. It would also act as 
guidance for provincial and district health authorities on how to provide these services; 
to assist them to assess the needs of the population that were yet to be fulfilled; and 
draw up plans to bring services up to national standards. The overall objective was to 
improve access to high quality effective care, to reduce inequalities within the PHC 
services and to help meet the health related Millennium Development Goals (MDGs). 
The services that would be provided included: immunization; mother and child 
services; antenatal and postnatal care including family planning; sexually transmitted 
diseases treatment of minor ailments and curative services; mental health; school 
health services (early detection, correction and prevention of diseases from which 
school aged children can suffer); treatment of chronic diseases such as hypertension 
and diabetes; treatment of communicable diseases including tuberculosis and 
HIV/AIDS; oral health; rehabilitative services and provision of essential drugs. A public 
health clinic would be able to render a comprehensive integrated PHC service using 
a one-stop approach for at least eight hours a day, five days a week, and be the first 
contact in the health care continuum (DoH, 2001:11).  
Primary Health Care clinics, which are public health care facilities, are expected to 
assist in the prevention, promotion, rehabilitation and curative health care services, 
while hospitals concentrate on curative health care services only. Therefore, PHC 
clinics should be well resourced and staffed so that they can carry out their mandate 
of ensuring prevention of ill-health and promotion of healthy living to decrease the 
burden of disease so that the country can have a healthy society. In order to encourage 
the utilization of PHC clinics, the South African government introduced free primary 
health care services for pregnant women and children under 6 years in 1994 in all 
public health services. The free care policy at primary health care level was extended 
to all users from 1 April 2006. However, health workers felt that the free health care 
policy imposed an additional burden on them, and it exacerbated discontent among 
nurses that culminated in a crippling countrywide strike in 1995. From the users’ 
perspective however, the policy was largely welcomed (Harrison, 2009). 
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1.2 STATEMENT OF THE PROBLEM 
Despite the positive feedback alluded to above, the introduction of free health care 
services came with a number of shortcomings that negatively still affect the service 
delivery by the health workers including public health clinic nurses. Some of these 
shortcomings include amongst others, insufficient health professionals in the public 
sector, poor quality of care in key programmes, operational inefficiencies, insufficient 
delegation of authority, persistently low health worker morale, human resources 
shortage and insufficient leadership and innovation (Harrison, 2009). 
The above-mentioned shortcomings have led to major challenges regarding health-
care delivery.  This is coupled with poor utilization of public health clinics as well as 
poor basic service delivery in many parts of the country. The importance of solid 
infrastructure at the clinics cannot be over-emphasized. However, more recent studies 
indicate that  the health care system in South Africa still faces major challenges with 
lack of access to basic needs such as, water supply and sanitation; electricity supply; 
communication tools; inadequate buildings; transport; maintenance services; shortage 
of equipment; and materials and supplies (Mayosi & Benatar, 2014; Munyewende & 
Rispel, 2014). 
Thom (2007) reported that the Eastern Cape, the province of interest in this study, 
which is largely rural, and one of the poorest provinces in South Africa has been 
plagued by innumerable health care delivery challenges including those mentioned 
above. It has been reported that the health system in this province is on the brink of 
collapse. A moratorium on the appointment of doctors and nurses has led to clinics 
and hospitals having to shoulder the burden of delivering health care without adequate 
staff. The outreach services, whereby doctors and allied health professionals travel to 
outlying clinics and hospitals, are gradually fading away as the clinic transport system 
is no longer functional and doctors are no longer prepared to use their own vehicles 
and fuel to travel long distances on inaccessible roads to reach patients. According to 
Mayosi & Benatar (2014), there has been little improvement in many of the provinces 
especially the rural provinces like the Eastern Cape. In rural areas, retired nurses, are 
not replaced, leading to longer waiting times and burn out of staff. The Eastern Cape 
health department is failing to place community doctors in areas where the need is 
huge with most doctors ending up in the big urban hospitals while rural hospitals are 
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without doctors. Community service doctors and nurses are a critical part of delivering 
health care to these far-flung areas. Added to this, the province has the third largest 
population in the country with approximately 6.6 million people, which represents 
12.7% of the total population of South Africa. The poor economy in the province adds 
to the burden of health care delivery because the majority of the population depends 
on public health services (Statistics South Africa, 2013).  
1.3 MOTIVATION FOR THE STUDY 
Local perceptions of health care service delivery indicate a huge dissatisfaction with 
the delivery of these services. A lot of criticism has been levelled against the nurses 
by the public for the poor health care delivery, for being rude towards patients, being 
uncaring, absenteeism, lack of medicines, and failure to diagnose root cause of the 
problems among others.  It is therefore, important to understand a few things such as: 
what could be hampering the nurses’ work; what influences their disposition towards 
their work; what are the roles of the nurses, the local, provincial and national 
governments in health care service delivery? 
The dearth of information on the experiences of nurses working in public health clinics 
is not unique to South Africa. However, a number of studies in South Africa have been 
undertaken on the effects of health policies on health care delivery including 
implementation of PHC services on nurses. These are briefly discussed below. Some 
of these policies have had negative and positive effects on health care services 
delivery.  A study undertaken by Walker & Gilson (2004) in seven Community Health 
Centres (CHC) in a well-established urban township in South Africa on the free care 
policy, revealed positive and negative views as indicated below: 
• The free PHC was a success as it had improved access to health care for the 
communities and the patients, and the nurses felt professionally fulfilled and 
empowered as a result of the free care policy; 
• It led to a substantial increase in the workload and seriously compromised key 
elements of their professional practice; 
• Abuse and misuse of the system by patients through what they called ‘shopping 
around between clinics and from rural to urban clinics’; 
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• Limited availability of certain key resources such as drugs, equipment, clinic 
supplies was cited as a major problem which resulted in difficult relationships 
between nurses and patients;  
• Poor planning, bad communication and consultation between the nurses and 
health authorities in the planning and implementation of a range of new health 
policies; 
• Poor conditions of service, low salaries, staff shortages, lack of appreciation, 
poor working conditions; and 
• Crime, violence, harassment and security at the clinic and even in the 
communities they live in were perceived as factors, which impede effective 
health care. 
Thutse (2006) found similar results in her study conducted in Limpopo Province on the 
perceptions of nurses working in a remote rural clinic on health care services. Some 
of the positive perceptions that emerged from this study included satisfaction with 
working in rural clinics as this gave them a lot more exposure to health care delivery 
that they otherwise would not experience in an urban clinic. The nurses felt 
empowered and knowledgeable about treatment of minor and some major ailments. 
Furthermore, it emerged from the study that, the government was supportive, they now 
had access to equipment they did not have in the previous government, and they were 
being paid incentives for overtime work and being on standby for emergencies. The 
negative perceptions were the same as those reported by Walker & Gilson (2004) in 
the section above.  
Other research studies on the experiences of nurses at public health clinics focused 
mainly on PHC facilities and the implementation and rendering of PHC services and 
community perceptions of PHC services in selected rural areas of Limpopo and the 
Eastern Cape (Thipanyane & Mavundla 1998; Mashego & Peltzer, 2005; 
Netshandama, Namathaga & Mahloko, 2005). However, there is dearth of research 
on the experiences of nurses working in urban public health clinics in South Africa 
particularly in the Eastern Cape Province. The researcher believes that the study will 
shed more light on the challenges that urban public health clinic nurses are confronted 
with and thereby suggest recommendations to the government in the development of 
guidelines for the support of the nurses. 
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1.4 PURPOSE OF THE STUDY 
The purpose of this study is to develop a deeper understanding of how PHC clinic 
nurses execute a certain policy. It is also to explore and describe the experiences of 
the nurses, working at the Ginsberg and Sweetwaters Clinic situated outside King 
William’s Town in the Eastern Cape regarding primary health care delivery. 
1.5 STUDY QUESTION  
How are Primary Health Care Services rendered in two urban clinics: Perceptions and 
experiences of Key Stakeholders in Ginsberg and Sweetwaters Clinics, King William’s 
Town, South Africa? 
1.6 OBJECTIVES OF THE STUDY 
• To explore health service providers’ perceptions on how the implementation of 
the Primary Health Care Policy has influenced the provision of Primary Health 
Care Services. 
• To propose recommendations that can be used to improve service delivery at 
the clinics. 
1.7 OUTLINE OF PROPOSED STUDY 
Chapter One  
Introduction and background to the study and problem statement, the motivation for 
the study, purpose of the study, study question and objectives. 
Chapter Two  
Literature Review including a conceptual framework used in the study and in the 
analysis of the results. 
Chapter Three  
Research design study setting, study population and sampling procedure, data 
collection tools, ethical considerations. 
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Chapter Four  
Data analysis and results 
Chapter Five 
Findings, conclusions and recommendations.  
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CHAPTER 2 
THEORETICAL AND CONCEPTUAL FRAMEWORK UNDERLYING THE STUDY 
2.1 INTRODUCTION 
In this chapter, the theoretical and conceptual framework underlying the study is 
discussed. The chapter begins with a discussion of the concept of implementation 
incorporating the theories of implementation, followed by the conceptual framework 
and then a brief look at the Primary Health Care Policy (PHCP). 
2.2 THE CONCEPT OF IMPLEMENTATION 
Implementation means execution, achieving, fulfilling, producing or effecting a given 
task. Implementation takes different shapes and forms in different cultures and 
institutional settings. Furthermore, it incorporates those actions by public and private 
individuals or groups that are directed at the realisations of objectives proposed in 
policy decisions (Hill & Hupe, 2002). O’Toole (2003) in Paudel (2009) defines policy 
implementation as a connection between the expression of governmental intention or 
policy expectations and the actual results on the ground. The success of a policy 
depends critically on two broad factors: local ability and motivation. Motivation or will 
extends beyond internal institutional conditions; it practically implies that external 
policy features have limited influence over outcomes particularly at the lower level in 
the institution (Paudel, 2009).  
The quest to understand policy implementation has seen the development of three 
generations of implementation research spanning more than three decades. The first 
generation research ranged from the early 1970s to the 1980s; the second generation 
from the 1980s to the 1990s; and the third from 1990 onwards. During the first 
generation, research on implementation identified the problems of policy 
implementation through an analysis of the factors that enabled or inhibited the 
implementation of public policies. The second-generation implementation studies 
focused on describing and analysing the relationships between policy and practice 
and the development of ‘analytical frameworks’. The first two generations of research 
on implementation contributed to our knowledge of what implementation is and how 
and why it varies. However, research on implementation studies has not been able to 
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differentiate between the types of implementation outcomes or in specifying the causal 
outcomes or causals patterns. However, as implementation research advanced, two 
schools of thought developed for studying and describing implementation: the top-
down and bottom-up perspectives (Matland, 1995; Paudel, 2009). Table 2.1 below 
shows the differences between the two perspectives. 
Table 2.1: Differences between the top-down and bottom-up perspectives 
Variables Top-down perspective Bottom-up perspective 
Policy decision-maker Policy-makers Street-level bureaucrats 
Starting point Statutory language Social problems 
Structure Formal Both formal and informal 
Process Purely administrative Networking, including 
administrative 
Authority Centralization Decentralization 
Output/outcomes Prescriptive Descriptive 
Discretion Top-level bureaucrats Bottom-level bureaucrats 
Adapted from Paudel, (2009) 
There are several proponents of the bottom-up approach of policy research with 
different foci of attention. Hjern and Porter (1981) conducted most of their research in 
organizations, highlighting the importance of networks (Sabatier, 1986). Their 
emphasis lies on the interaction of unions or agencies and therefore networking 
techniques. Matland (1995) distinguishes two levels of policy implementation; the 
central level, where the policy is designed and the micro implementation level, on 
which the central level only has minimal influence. Theories on policy implementation 
distinguish between top-down and the bottom-up models. In the top-down model, 
decision makers produce policy objectives and control the implementation stage 
whereas, the bottom-up models consider low-level workers or 'street-level 
bureaucrats' as the main actors in policy delivery (Pulzl & Treib, 2007). The top-down 
approach is a rather rational model, seeing policy implementation as a linear process 
between the formulation and its execution. Proponents of this approach, Van Meter & 
Van Hom (1975); Sabatier & Mazmanien (1979)  were mainly interested in analysing 
the extent to which implementation actions coincide with goals defined at central 
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government level. Pressman and Wildavsky who are also the proponents of the top 
down approach, suggested that effective implementation required clearly defined 
goals, available resources with a functional communication and control system in 
place (Pressman & Wildavsky, 1984). 
The top-down approach was soon criticized as unrealistic, as it assumes a number of 
factors all to be in place at the same time such as: adequate time and resources; 
agreement as well as understanding of tasks and objectives by all actors; good 
communication and coordination skills; committed and skilled staff but also the ability 
of those in authority to demand and obtain full compliance by front-line staff (Sabatier, 
1986). The top-down approach starts with a policy and merely assesses to which 
extent it has been achieved over time (Sabatier, 1986). It emphasizes the role of actors 
who design the policy and factors that can be manipulated from a central level 
(Matland, 1995; Schofield, 2001). This model is discriminatory, hierarchical in nature, 
has authoritarian instructions and makes clear demarcations between policy design 
and its execution, thus controlling the implementation process.  
A key criticism towards the top-down approach raised by several proponents of the 
bottom-up approach, is the ignoring of political aspects influencing implementation and 
the neglect of other actors and their strategies besides policy makers and the fact that 
policy makers are considered the main actors (Matland, 1995). These proponents of 
the bottom-up approach argue that this may lead to the underestimation of 
implementers, who potentially change policies. In their view, policy implementation 
can be better understood by looking at the policy from the viewpoint of target groups 
and implementers. The bottom-up theory recognizes that implementers play an 
important function as active participants instead of managers of policies that have 
been handed down to them and often change the course of programmes developed 
at central government level toward their own end (Sabatier, 1986; Sætren & Hupe  
2018). 
The theory further acknowledges that the relationship between central, regional and 
local actors, such as the ability of the centre to control lower levels in terms of operating 
rules like performance assessment, audits, incentives influence the implementation of 
a policy to a great extent (Walker & Gilson, 2004; Sætren & Hupe  2018). This should 
be explored from the implementers' perspectives in order to understand the 
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implementation process. One could argue that the bottom-up approach to policy 
research puts too much emphasis on the autonomy of local implementers, also 
considering that they can be influenced to a certain extent. Sabatier, who favours a 
synthesis of the top-down and bottom-up approach, argues that mechanisms can be 
put in place to overcome the central role of staff's constraining behaviour, such as 
choosing the staff and provide appropriate incentives and sanctions (Sabatier, 1986). 
The focus of this study is not about to what extent a policy is being implemented, nor 
the effectiveness of a government programme, but rather to understand underlying 
processes of the implementation process. It therefore takes into consideration that 
policy implementation is influenced by several stakeholders. The next section provides 
more detail about the bottom-up approach chosen for this study. 
2.3 LIPSKY: STREET-LEVEL BUREAUCRACY 
Lipsky (1980), with his analysis of front-line staff in policy delivery agencies, who he 
called street-level bureaucrats, is one of the main proponents of the bottom-up theory 
(Hill & Hupe, 2002).  Compared to Hjern & Porter (1981), Lipsky focused more on the 
individual and his or her way of implementing a certain policy. Overall, while 
researchers of the bottom-up approach focused on different aspects of policy 
implementation, what they had in common was that, implementers play an active role 
in the implementation process by potentially modifying a policy and adapting it to their 
working conditions (Matland, 1995). Lipsky’s theory is a reaction to the overly 
structured and bureaucratic top-down theory. Unlike, the top-down approach, this 
theory takes the opposite route and  begins the implementation process from the 
bottom going up taking into account the views and the activities of the so-called local 
implementers, referred to as local ability by Paudel (2009) . 
Lipsky's approach was considered the most appropriate for the purpose of this study, 
taking into consideration the South African context of a post-liberation democracy. 
Lipsky focuses on the fact that, people in public employment who are delivering 
government policies, typically cannot perform their jobs according to the standards of 
the decision making level due to a number of factors related to their working conditions 
(Lipsky, 2010). Even though his research was mainly conducted in the American 
context, it seemed most applicable and relevant to the phenomenon under research. 
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His theory, which therefore underlies the conceptual framework of this study, is 
described in more detail below. 
According to Lipsky, workers of the public service have a critical position to play 
because they are the policy implementers and thus, they are expected to deliver 
policies to citizens and work directly with the beneficiaries.  
Workers may not share the same objectives and preferences as their supervisors and 
may not necessarily work towards the same goal. Their priority may lie in minimizing 
discomforts of the jobs and maximizing income and personal gratification. 
Furthermore, their compliance will depend on the expectations of their managers in 
implementing the policy. In addition, workers at facility level usually have personal 
standards regarding who should receive a service (Lipsky, 2010). 
The fact that lower-level workers may not share the same objectives as policy makers 
indicates that the analysis of policy implementation requires an understanding of the 
working conditions and the priorities of those who are actually delivering a policy. 
Working conditions include resources to provide services, goal expectations, but also 
the measuring of performance. If goals are stated in an ambiguous way, workers are 
more on their own in their service provision. This in turn makes the measurement of 
performance difficult, often focusing on quantifiable measures and less on quality 
(Lipsky, 2010). According to Koonzt and Newig (2014), the bottom-up approach begins 
with policy targets and works backwards to identify implementers and policy structures 
that may affect behavioural change. They further, allude that with the bottom-up 
theory, policy implementation is viewed as being successful when policy makers are 
in a position to understand in which part of the institutional network particular tasks are 
performed best. For instance, these may be tasks aligned with service delivery by the 
health care system, and how these tasks may affect the behavioural outcomes of the 
policy target. 
While public health is the government's responsibility, health workers are the 
facilitators of the services provided to the public and play a crucial role in the 
implementation of the policies. They exercise a certain discretion in terms of decisions 
they take about their patients, as they determine to an extent the amount and quality 
of services meant to be provided to patients. Another important aspect of street-level 
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bureaucracy is the fact that patients are often not voluntary, not having a choice as to 
where to obtain services. While street-level bureaucrats do not necessarily lose 
anything if they are not satisfying their patients, and have little incentive to perform, 
their patients have little information to compare or assess their treatment, nor can they 
easily discipline service providers. Both of these have an important impact on the 
relations between the workers and their patients and can even lead to neglect and 
abuse of patients. In addition, some workers may be biased towards particular groups 
of patients (Lipsky, 2010).  
Patterns of practice as described above have the potential that low-level workers may 
indirectly change policies, adapting their tasks to the working conditions and setting 
their own priorities. This does not necessarily mean that they do not want to do their 
best in implementing prescribed policies, but they have to work under the constraints 
that they usually encounter in their everyday work. The different aspects that influence 
the work of service providers leads to the argument that one cannot take for granted 
that workers' behaviour would conform to expectations of policies makers. Instead, 
several factors might lead to a certain discrepancy between policy declaration and the 
actual policy implementation.  
In other words, this theory values and  appreciates how conflict can be alleviated by 
bargaining and in some instances compromising to maximise the likelihood of 
achieving policy goals  without upsetting the formal authority of the policy makers. 
These working conditions therefore need to be looked at closely. Translated to the 
health sector, this means that the nature of implementing large-scale health policies 
on a national basis might prevent health workers from implementing the ideal 
conception of the policy, which also has implications for the availability and quality of 
services (Lipsky, 2010). It is therefore important to compare the policy to the reality on 
the ground and to gain perspectives regarding the health system of both policy makers 
and front-line staff responsible for the actual delivery of a policy. 
Implementation is a complex process that involves a number of different actors at both 
`top' and `bottom' levels (Hill & Hupe, 2002). The analysis of policy implementation in 
the health sector therefore requires taking the working conditions, in this case the 
entire health system into consideration. This means going beyond monitoring inputs 
and closely looking at what is happening at the level of actors who are the policy 
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implementers in order to understand the translation of a policy into practice (Buse,  
Mays, & Walt 2005; Puzl & Treib, 2007; Buse, 2007). The monitoring and evaluation 
process of the PHCP focuses on technical inputs, activities, outputs and outcomes, 
but there is less understanding of underlying implementation processes and the 
perspectives of the actors involved regarding their working conditions. 
Studies conducted in the United States of America (Sabatier & Mazmanien, 1979; 
Hogwood & Gunn, 1984) on the implementation of health policies have used the top-
down and bottom-up theoretical approaches in policy analysis. The top-down 
approaches see implementation of policies as a rational process that can be pre-
planned and controlled by the central planners, which if met, will enable effective 
implementation. However, they may fail to adequately recognise the role of front-line 
staff, limited resources and policy understanding. Conversely, the bottom-up 
perspective by Hjern & Porter (1981) sees policy change as a much more dynamic 
and interactive process. This theory shows that control over policy actors is not the 
best way for effective policy implementation. 
This perspective emphasises the need to understand the implementation systems and 
the actors (who in this study are the clinic nurses) responsible for implementation in 
order to understand why policies do not achieve the expected outcomes. Bottom-up 
theories are believed to have particular relevance to the delivery of social services 
including health care. They have a major influence in the performance of duties by the 
implementers, who often lack organisational and personal resources necessary to do 
their job well. Moreover, they work in conditions that are not conducive to the adequate 
performance of their jobs. Inevitably, this leads to dissatisfaction, low morale, and poor 
quality of care, demanding patients, and abuse and misuse of the system among 
others (Hill & Hupe, 2002; Puzl & Treib, 2007; Lipsky, 2010). Therefore, the bottom-
up theory was commensurate with the study because it highlighted that the 
relationship between policy and practice is not linear, rational and a predictable 
process as in the top-down theory. The bottom-up theory was used in this study 
because it is embedded on the ideas that the policies implemented should align with 
the behaviour patterns of the policy implementers.   
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2.4 CONCEPTUAL FRAMEWORK 
The purpose of this section is to present the conceptual framework that was used to 
explain the ways in which individuals delivering government policies adapt policies 
according to their working conditions. The conceptual framework is based on Lipsky’s 
‘bottom-up’ approach or ‘street-level bureaucrats’ theory’ as discussed above, in line 
with the experiences of health workers in the implementation of the PHCP in two clinics 
in the Eastern Cape.   
The links between and within external and internal factors and how these factors 
influence policy implementation were explored. These factors are adapted from the 
results of other studies conducted in South Africa on primary health care delivery 
experiences by health workers. Lipsky notes how workers may not fully share the 
objectives and preferences of policy makers and may not necessarily work towards 
the same goal (Lipsky, 2010). Health service providers therefore, play a crucial role in 
shaping the policies during their creation and implementation as they exercise 
discretion in terms of types, quantity and quality of services rendered to the 
beneficiaries.  
Lipsky’s approach was selected because it focuses upon workers delivering 
government policies in sub-optimal working conditions, which are observed in many 
parts of South Africa.  This framework is important to facilitate the understanding of 
the context of health care service delivery at individual level rather than that of other 
bottom-up theorists like Hjern & Porter (1981) who focused on networks. Broadly 
speaking, the main argument underpinning this study is that, nurses working at the 
primary health care clinics respond to and are affected by factors, which produce 
different outcomes to the expectations of the policy-makers in the delivery of health 
care.   
The conceptual hypothesis derived from the model presented in Figure 2.1 below is 
that internal and external constraints act through a range of internal and external 
factors to influence health care delivery. These factors are grouped into two broad 
categories. The internal factors include, shortage of material resources, 
drugs/medicines, supplies, increased workload, working conditions, low salaries, poor 
and/or lack of consultation from the policy makers, lack of skills, poor planning, and 
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shortage of staff.  The external factors include, violence, crime, harassment, lack of 
security, abuse and misuse of the system and bad communication. 
2.4.1 Internal factors 
• Shortage of resources 
The limited availability of certain key resources such as, medical supplies, drugs and 
material resources, which compromise the quality of patient care, has been reported 
in several studies conducted in South Africa and elsewhere (Reagan, Irlam & Levin 
2003; Meuwissen, 2002; Walker & Gilson 2004; Thutse 2006). Walker & Gilson (2004) 
revealed that nurses who participated in their study complained that the introduction 
of the Essential Drugs List in 1996 substantially reduced the number of drugs available 
within the public sector and this subsequently led to huge conflicts between the nurses 
and their patients. This is also supported by the findings of the study that was done by 
Mashego and Peltzer (2005) in rural Limpopo where the participants reported that 
most of the time clinics did not have adequate supplies of medication, while the 
shortage of drugs was found to be related to overcrowded clinics. The reduced drug 
supply made nurses’ relationships with their patients very difficult. Patients accused 
nurses of either not ordering enough stock or of stealing the drugs. Tembani, van 
Rooyen and Strumpher (2003) found that lack of resources interfered with the effective 
clinic management, thus the ineffective service provision. In some clinics, equipment 
such as examination lights, electronic equipment such as those used to monitor foetal 
heartbeat were not available (Xaba, Peu & Phiri, 2012). 
• Working conditions, low salaries, increased workloads 
According to Lipsky (2010), public workers have little incentive to fully implement the 
policies intended by policy makers when they are working in non-conducive conditions 
and so will change the content of policies in order to control their stress and the 
complexity of their everyday work to minimise their own discomfort. Nurses in Liberia 
perceived primary health care services as detrimental to their working conditions and 
associated it with low salaries, staffing levels and increased workloads (Petit, Sondorp, 
Mayhew, Roura, & Roberts 2013).  In trying to improve the low salaries of nurses, in 
2007, South Africa, introduced the Occupation Specific Dispensation (OSD) as a 
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financial strategy meant to attract, motivate and retain health professionals in the 
public health sector. However, there were numerous problems with the implementation 
of the OSD, including failure to meet expectations and inequities in the amounts 
received. It has been observed in some studies conducted in South Africa that, nurses 
blame their failure to provide adequate care to patients on the increased workload 
brought about by the introduction of Primary Health Care Service (Walker & Gilson, 
2004; Netshandama et al. 2005).  
 
Figure 2.1: Factors influencing health care delivery 
• Poor consultation and planning from the policy makers 
In a study conducted by Walker & Gilson (2004) in South Africa on the experiences of 
nurses in implementing PHC it was clear from the emerging discussions with the 
nurses that the policy makers had not engaged them regarding the planning and 
implementation of the policy. Instead, nurses were asked to implement a policy about 
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which they had been neither consulted, nor informed about and the immediate 
consequences of this policy to their daily lives were largely ignored. The interrelated 
issue of greater communication and consultation between national and local actors 
cannot be overstated.  This is bound to promote a better understanding by front-line 
providers of the policy-objectives. This means that, the rationale behind policy can be 
viewed as an important driver in increasing health care staff motivation and 
strengthening the services they provide (Walker & Gilson, 2004). Pillay, McCoy & Asia 
(2001), state that a major obstacle to district development in Tanzania was the 
capacity of district managers working within a system which dis-empowered them; 
inflexible and ineffective resource allocation process; inadequate planning process; 
lack of clarity in terms of accountability; and lack of management capacity and 
understanding within the district health management.  
• Lack of skills and shortage of staff 
A study conducted by Sibaya and Muller (2000) revealed that shortage of staff; 
medicines, equipment and supplies were found to be among the greatest fears of PHC 
nurses in Gauteng. Nurses in the Eastern Cape and Limpopo complained about being 
unable to give health education classes to patients, which is an integral aspect of 
health care delivery as well as a patient empowerment strategy, due to shortage of 
staff (Thipanyane & Mavundla, 1998; Netshandama et al. 2005). According the Batho 
Pele principles (RSA, 1997),”information is one of the most powerful tools at the 
customer’s disposal in exercising his or her right to good service. National and 
provincial departments must provide full, accurate and up-to-date information about 
the services they provide and who is entitled to them”. The limited time the nurses 
have due to shortage of staff makes it impossible for nurses to render this service. 
Perhaps as noted by French, Coupe, Graham, Gerressu, Salisbury & Stephenson, 
(2006), contrary to expectations, PHC is overloading the available staff rather than 
dealing effectively with the challenge of staff shortage.  
In Canada, MacLeod, Kulig, Stewart & Pitbledo (2004) found that in many rural 
communities, professional nurses were the only professional health care providers, 
which substantially increased the workload of the nurses giving them little time to give 
full service to the patients.   Ijumba (2002), Heunis, van Rensburg & Claassens (2006) 
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and Gauteng DoH Strategic Plan (2004-2006) reported inadequate skills of 
professional nurses working in PHC clinics.  Another study conducted by Xaba et al. 
(2012) in Gauteng revealed similar results to studies by Ijumba and Heunis. The 
results indicated that the lack of skills among professional nurses in PHC clinics was 
yet to be adequately addressed. The nurses who participated in this study further 
lamented the brain drain of highly qualified nurses as exacerbating the existing 
problems in the health care system. 
2.4.2 External Factors 
• Violence, crime and harassment 
Nurses are exposed to crime and violence on a daily basis in and outside their work 
environment. The social environment in which they work and live poses serious 
problems, they feel unsafe and are often victims of violent crimes.  Some nurses 
revealed that some patients come to the clinics with guns and demand medicines or 
preferential treatment. Their homes are often burgled, and some are raped on their 
way to work especially if they work at night. As a result, some clinics are no longer 
offering 24-hour services (Walker & Gilson, 2004).  A study by Jackson, Hutchinson, 
Luck, & Wilkes (2013) on verbal abuse experienced by nurses in their everyday work 
on the outskirts of a major city in Australia, revealed a discourse of verbal rudeness 
that included: sexual insults, ridicule and unreasonable demands; hostility and 
threats; and menacing language. Spector, Zhou, & Che (2013) conducted a 
quantitative review of publications by world region on nurse exposure to physical and 
non-physical violence, bullying and sexual harassment against nurses. This study 
revealed that, physical violence was most prevalent in hospital emergency rooms, 
geriatric and psychiatric facilities, while non-physical violence and sexual 
harassment were most prevalent in general hospitals. Spector et al. (2013) omitted 
South Africa from the study because only one study had been conducted on violence 
against nurses in the country at the time.  
• Lack of security  
According to Maslow’s hierarchy of needs, security needs are second from the first 
step of the ladder. Maslow identified seven groups of needs and according to him, a 
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higher need will not be experienced until the preceding need has been at least partially 
satisfied and the person feels confident of regular future satisfaction. This implies that 
the primary health care nurse who is experiencing a deficiency in their need for security 
will not strive towards self-actualization which is the basic motive linking all these 
needs (Jordaan & Jordaan, 1998). The issue of security therefore affects the provision 
of health care services. Netshandama et al. (2005) found that although there were 
security guards at the clinics they visited in the Vhembe district of Limpopo, the guards 
were either not trained at all or had limited training and did not carry any guns. Some 
clinics had no proper fencing rendering the nurses who work at night vulnerable to 
criminal activities.  Facility managers’ concern about lack of security have been 
documented by Leon, Bhunu, & Kenyon (2002), who highlight concerns about 
hijackings, stolen cars, stolen babies and threatening of staff in facilities. 
• Abuse and misuse of the system 
Free health care has been blamed for what is termed ‘shopping around’ for a 
diagnosis. Patients visit different clinics collecting medicines for the same illness 
(Walker & Gilson, 2004). When asked why they do this, they told the nurses that 
because there is always a shortage of drugs at the clinics therefore, they have to stock-
up. Patients have also been found to be collecting medicines from different clinics in 
order to sell them outside the borders of South Africa (Netshandama et al. 2005). Xaba 
et al. (2012) report that patients misuse the services provided due to perceived stigma 
about a particular diagnosis or the stigma attached to it. The nurses felt that this 
shopping around contributed to increased workloads and shortage of staff.  Several 
authors have also reported abuse of the free health services by foreign patients from 
the neighbouring countries. Schneider & Gilson (2000), Ijumba (2002) and Leon et al. 
(2002) reported that foreign nationals came into the country specifically for the free 
health services.  
• Bad communication 
Planning and communication channels within the clinics and between the nurses and 
health authorities have a key influence over processes of policy implementation. 
Walker & Gilson (2004) found that an overwhelming majority of nurses felt excluded 
from the policy process and that their experience and expertise was overlooked in the 
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planning process.  Nurses also felt that there was a huge gap between policy makers 
and frontline providers, they were neither they adequately consulted, nor were they 
informed about policy discussions taking place. Some nurses indicated that they first 
heard of the PHCP through the media.  Petit et al. (2013) reported that in Liberia the 
limited understanding of the PHCP influenced its effective implementation. This is a 
clear indication that successful implementation of the policy requires a clear 
understanding of the policy by the street-level bureaucrats who are involved in its 
implementation. 
Accordingly, Walker & Gilson, (2004) are of the view that it is critical that a better 
understanding by front-line providers of the policy objectives and the rationale behind 
policy is promoted. Moreover, policy makers are expected to take into account the 
challenges experienced by health workers. In another study on the implementation of 
the Occupation Specific Dispensations (OSD) policy for nurses it was found that, the 
fundamentals of the OSD were not adequately communicated to the nurses resulting 
in disappointment and unrealistic expectations. It was also not clear whether and how 
coordination happened between the South African Nursing Council (SANC) and the 
provinces or health facilities (Ditlopo, Blaauw, Rispel, Thomas, & Bidwell, 2013). 
2.5 PRIMARY HEALTH CARE POLICY 
Primary Health Care originated in South Africa in the 1930s with the development of 
community orientated primary health care albeit later smothered under apartheid. It is 
general in scope, accessible, integrated, continuous and dependent on teamwork, 
holistic, personal, family and community orientated. In South Africa, the political 
change at the end of apartheid placed equity on the health policy agenda. Primary 
Health care developed at the different levels. The government embraced primary 
health care in its health strategy, university and training institutions developed training 
programmes for family physicians, primary care nurses and midlevel care workers. An 
increasing community orientation and intersectional action has contributed to closing 
the gap between primary health care and public health (DoH, 2001) 
The PHCP is a basic level of health care that includes programmes directed at the 
promotion of health, early diagnosis of disease or disability, and prevention of disease. 
Primary health care is provided in an ambulatory facility to limited numbers of people, 
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often those living in a particular geographic area. It includes continuing health care, as 
provided by a family nurse practitioner. The ultimate goal of primary health care is 
better health for all. The World Health Organization has identified five key elements in 
achieving that goal. 
• reducing exclusion and social disparities in health (universal coverage reforms); 
• organizing health services around people's needs and expectations (service 
delivery reforms); 
• integrating health into all sectors (public policy reforms); 
• pursuing collaborative models of policy dialogue (leadership reforms); and 
• Increasing stakeholder participation (DoH, 2001). 
2.6 SUMMARY 
This chapter gave a brief introduction into the concept of implementation. The 
development of the bottom-up and top-down theories/perspectives on implementation 
of policy was followed by an extensive discussion of Lipsky’s street-level bureaucracy 
as it formed the baseline for this study. Lastly, the conceptual framework and factors 
influencing health care delivery with a brief summary of the PHCP rounded off the 
chapter. 
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CHAPTER 3 
RESEARCH METHODOLOGY 
3.1 INTRODUCTION 
This chapter gives a detailed account of the methods and techniques used to achieve 
the objectives of the study. These include the research design, study setting, study 
population and sampling procedure, data collection tools, ethical consideration, data 
analysis and limitations of the study. 
3.2 RESEARCH DESIGN 
A research design according to Babbie & Mouton (2002) is a plan or blueprint of how 
you intend doing the research, to describe and examine relationships and determine 
causality among variables. This study used the qualitative research method of 
collecting data, using semi-structured interviews. A case-study research design was 
applied. The case study allowed the researcher to get a deeper understanding and 
insight into perceptions, feelings, opinions and views of staff at the two clinics. The 
case study was also used because it offered the best platform to examine how and 
why certain occurrences happen the way they do instead of just articulating what the 
occurrences are (Denscombe, 2007). The use of this design also gave the researcher 
the opportunity to interact with the participants within their natural settings with the 
hope that various aspects of their experiences would be revealed during the data 
collection and analysis phases with regard to the phenomenon under study. 
3.3  STUDY SETTING 
The study was carried out at the Ginsberg Clinic and Sweetwaters Clinic both located 
in King William’s Town, within the Buffalo City Metropolitan Municipality in the Eastern 
Cape Province. The clinics render comprehensive services to people residing in 
Ginsberg Township and the surrounding villages, while Sweetwaters clinic also 
services people residing in that location and the surrounding areas. The clinics are 
situated close to a number of rural villages; hence, there is a huge influx of patients.  
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3.4 STUDY POPULATION AND SAMPLING PROCEDURE 
Population is the totality of persons from which cases may be legitimately sampled in 
an interview study. The study population comprised all the nurses, the data capturers, 
and the volunteers irrespective of their positions, gender and educational level as well 
as other non-nursing staff employed at the clinics. Non-probability sampling was 
utilised in this study. According to De Vos, Strydom, Fouché & Delport (2011), this 
type of sampling technique choses, those participants that the researcher believes 
represent the main characteristics of the population of interest based on their 
availability. The non-probability sampling was ideal for the study because it supports 
a small-scale investigation and that results of the study cannot be generalised in other 
study. This is the case with the current research. There are five non probability-
sampling methods, which are snowball sampling, volunteer sampling, quota sampling, 
purposive sampling and convenience sampling. For the purposes of this study, 
convenience sampling was employed. Convenience sampling according to Brink, 
(2006) is the study of and inclusion of subjects in a study because they happen to be 
at the right place at the right time.  
3.5 DATA COLLECTION TOOLS 
This study adopted interviews as its data collection technique and these were the 
primary source of data collection. Semi structured interviews, which are a combination 
of structured, and unstructured interviews were used. Generally, semi structured 
interviews are ideal because they allow for more flexibility and are capable of matching 
the subject of interest (Castillo-Montoya, 2016).  The semi-structured interviews were 
conducted using an audiotape with nursing staff and other non-nursing staff at the 
clinics. Bless, Higson-Smith & Kajee (2006) observe that semi-structured interviews 
help clarify concepts and problems and allow for the establishment of a list of possible 
answers or solutions.  The researcher, who is isiXhosa speaking conducted the 
interviews in English and isiXhosa. The data collected in isiXhosa was later translated 
into English and checked for accuracy. Field notes, during and after the interviews 
were taken and later compared with the transcripts in order to source any other 
information that could have been overlooked during the interviews. The interviews took 
less than one hour per person. The study was undertaken over a period of 
approximately two months. 
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3.6 ETHICAL CONSIDERATION 
The research proposal was approved by the Nelson Mandela University’s Research 
Ethics committee. Permission for the study to take place at the clinic was obtained 
from the Eastern Cape Department of Health in Bhisho through the Department of 
Health Office of the sub-district Buffalo City. The interviews took place during the 
lunchtime breaks so that patients would not be neglected or disadvantaged during 
working hours. Informed consent from the participants was obtained prior to their 
participation. Confidentiality and privacy was ensured. The real names of participants 
were not used.  
3.7 DATA ANALYSIS 
Data analysis is a process of bringing together order, structure and meaning to the 
mass of the collected data in a continuous and iterative process (De Vos et al. 2011). 
The data was examined for completeness and accuracy. Recorded interviews were 
transcribed, coded, categorized and analysed according to themes developed by the 
researcher and selected descriptive accounts of the participants’ narratives were 
provided.  Particular focus was given to emergent themes.  A systematic coding 
framework was developed; this included grouping the data into key themes. The 
themes were grouped by using the factors in the framework as a guiding instrument. 
Analysis began with open coding where transcribed interviews were read and coded 
line by line to identify descriptions of thoughts and actions. Substantive codes were 
developed and formulated in the words used by the participants themselves. As PHC 
policy implementation was the phenomenon of interest in this study, it became the 
core concept around which other concepts revolved. Through constant comparison of 
substantive codes, similar codes were uncovered and labelled. Substantive codes with 
the same meaning were grouped into descriptive categories.   
3.8 LIMITATIONS OF THE STUDY 
The nature of the study limits generalization. The study was limited to the Ginsberg 
and Sweetwaters clinics in the Eastern Cape Province and therefore the results cannot 
be generalized to the other clinics in the Eastern Cape Province. 
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3.9 SUMMARY 
This chapter gave a detailed account of the methods and techniques used to achieve 
the objectives of the study. These include the research design, study setting, study 
population and sampling procedure, data collection tools, ethical consideration, data 
analysis and limitations of the study.  
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CHAPTER 4 
DATA ANALYSIS AND RESULTS  
4.1 INTRODUCTION 
Chapter 4 presents the results and findings of the data analyses and reflects the main 
trends and patterns in the data emanating from the main research question that 
informed the study. Themes discussed in the theoretical and conceptual frameworks 
discussed in Chapter 2 were used present and analyse the collected data. A brief look 
at the socio-demographic background of the participants is presented first. The rest of 
the chapter is organised according to Lipsky’s ‘bottom-up approach’ as well as the 
links between and within external and internal factors in the conceptual framework, 
and how these factors influence health care delivery and Primary Health Care policy 
implementation. 
4.2  SOCIO-DEMOGRAPHIC BACKGROUND 
Table 1 below provides a description of the participants by age, gender, employment 
status, occupation and educational level. The majority of the participants were females 
and aged between 42 and 60 years. Although the majority of the participants had 
attained Grade 12 only five participants were qualified professional nurses. There were 
also two participants who were enrolled nursing assistants, two data capturers, eight 
Community Health Workers (CHW) and two cleaners. Therefore, the number of 
participants was 19 in total. The clinics appeared to be reliant on CHWs who are 
contract workers. The large number of Community Health Workers who are actually 
community members who have been trained to provide only basic health and medical 
care to their community evidenced this. The Enrolled Nursing Assistants are trained in 
basic nursing care and basic comprehensive health care. When considering the fact 
that the two clinics under study service two large townships and surrounding rural 
areas  with only five Professional Nurses, our attention is immediately drawn to staff 
shortage, indicating that the burden of the professional work is on the shoulders of the 
five Professional Nurses.  This entails the overseeing of the implementation of the 
PHCP at the two clinics. 
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Table 4.1: Socio-demographic background of participants  
Participant Age Education 
Employment 
status 
Occupation  
1 47 Grade 12 Full time Professional Nurse (PN) 
2 45 Grade 12 Contract Professional Nurse 
3 44 Grade 12 Full time Professional Nurse 
4 49 Grade 12 Full time Professional Nurse 
5 39 Grade 12 Full time Professional Nurse 
6 55 Grade 12 Full time Enrolled Nursing Assistant (ENA) 
7 33 Grade 12 Contract Enrolled Nursing Assistant 
8 51 Grade 9 Volunteer Community Health Worker (CHW) 
9 48 Grade 12 Contract Community Health Worker 
10 60 Grade 9 Contract Community Health Worker 
11 35 Grade 12 Contract Community Health Worker 
12 56 Grade 11 Contract Community Health Worker 
13 51 Grade 9 Contract Community Health Worker 
14 42 Grade 12 Contract Community Health Worker 
15 37 Grade 12 Contract Community Health Worker 
16 27 Grade 12 Full time Data capturer (DC) 
17 24 Grade 12` Full time Data capturer 
18 57 Grade 7 Full time Cleaner (C) 
19 56 Grade 7 Full time Cleaner 
4.3 THE INFLUENCE OF INTERNAL FACTORS ON IMPLEMENTATION OF 
PRIMARY HEALTH CARE SERVICES 
4.3.1 Knowledge of Primary Health Care Policy 
Participants were asked to indicate their level of comprehension of the PHCP. It was 
important to understand their level of knowledge of the policy because as indicated 
earlier the internal and external factors discussed in the framework influence the 
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implementation of this policy. The Community Health Workers who make up the 
majority (8) of the staff that works closely with the patients did not seem to know much 
about the policy nor about its implementation. However, some indicated that they 
assumed that some of the senior professional nurses either were involved in the 
planning stages or were consulted by government.  
The responses of the five Professional Nurses (PNs) contrasted those of the other 
workers who were not PNs. The PNs seemed to have a better understanding of the 
policy although some were not certain about the consultation or involvement of the 
nurses in the drawing up of the policy. When asked how come they were not sure 
about the involvement of the nurses in the drawing up of the policy they indicated that 
they were still on training as PNs at the time the policy came into being. The responses 
of some of the professional nurses are captured below: 
The policy was initiated to make sure that PHC is closer and accessible to 
the public and is free. I ‘m not sure if nurses were involved in the drawing 
of the policy but I think they were consulted before implementation. I believe 
the unions represented the nurses during the drawing up of the policy. PN1 
The policy is a guideline for all the employees of PHC Clinics. I am not sure 
whether the nurses were ever involved in the drawing up by I think they 
were consulted. PN2 
I am not sure about the policy, but PHC is the first contact for a sick person 
so that they can be checked and assessed by the nurses who will decide if 
there is a need to refer to a tertiary hospital. PN3 
Nurses were trained. Because PHC is not constant, the Department of 
Health (DoH) introduces new programmes/courses as the need arises. 
Currently, there is a programme called PHC Engineering and we are 
attending when it is offered. PN4 
Some of the CHWs had this to say:  
I think it gives nurses guidance on how to do their work. I think the nurses 
were consulted and/or involved in the drawing up of the policy because they 
understand health care. CHW2 
I know nothing about the policy but I think the nurses were trained on how 
to implement it. There were times some years ago, they would not be at the 
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clinic and they would tell us they were going for training on how to do their 
work better.  CHW1 
The Enrolled Nursing Assistants (ENAs) who are trained in basic nursing care and 
basic comprehensive health care did not seem to know any better.  
Unfortunately, I am not aware about this policy but what I can tell you is that 
the primary health care still needs to improve its services to the people. 
ENA1 
I do not know the policy but I think it is the guideline of primary care and 
also gives us guidance. ENA2 
Understandably, Data Capturers (DCs) are not health care workers; however, one 
would have expected them to have some idea of the policy especially because they 
interact with the patients every day when capturing data for consultation.  
I know nothing about the policy I just read some of the circulars that come 
to the clinic to make sure I have an idea of what is expected of the clinic. 
DC1 
Overall, there seemed to be poor knowledge of the policy with some staff admitting to 
doing as much as they can to adhere to the policy although quite impossible at times 
due to a number of barriers or perceived barriers. 
4.3.2 Shortage of material resources, equipment and supplies 
The shortage of resources was highlighted by the health workers as being central to 
their negative experiences of PHCP. The participants revealed that limited availability 
of key resources such as medicines, patient transport, oxygen, toiletries, and essential 
equipment had led to very difficult relationships between nurses and the patients.  
We only have one car in our clinic and we have to use it for community visits 
as well as delivery and collection of medicines and some equipment.  
CHW2 
The shortage of medication is serious. We wait for months for deliveries 
and patients just think that we are inefficient when we tell them we do not 
have medication or bandages and they end up going to buy these things at 
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the pharmacy. The patients get angry with us and say all sorts of terrible 
things, as if we are very incompetent. CHW3 
Because of lack of medication, we sometimes refer patients to the hospital 
just so that they can get medication. We know this is wrong because we 
are adding more work to the hospital staff but what can we do? PN2 
The kinds of shortages we have here are different. Sometimes we do not 
have oxygen. One day a patient had to be taken to hospital by car because 
even the ambulance that we called did not have oxygen. Pregnant women 
who have come to deliver babies share beds. We sometimes buy toiletries 
for the clinic out of our own pockets because either we do not receive stock 
on time or we do not get everything we ordered. I mean this is a health care 
facility but we cannot keep it clean because there are no supplies mhh! PN3 
There are days when we have to use our own cars (although this is not 
allowed) to transport patients to hospital because we realise the patient 
might die if we do not do that. PN1 
Nurses also stated that these shortages were barriers to the effective implementation 
of the PHC policy, a source of anger and frustration and adding to the difficulties they 
experienced in the working environment.  
4.3.3 Working conditions, low salaries and increased workloads 
The conditions of service were regarded as having an extremely negative effect on the 
implementation of the policy. Nurses expressed major dissatisfaction with the working 
conditions, salaries and increased workloads. Overcrowding was cited as a huge 
problem because it also affected privacy for the patients during physical examinations. 
The clinics are very small in size and there are few nurses whilst there are 
many sick people that need attention. The patients do not understand the 
strain of the heavy workload on the nurses and they are impatient with the 
nurses. The nurses are doing their level best to give full attention to each 
patient. CHW1 
The government can actually do a lot to address many of the problems at 
the clinics by extending the buildings, employing more nurses and allocate 
more vehicles. Lack of privacy for the patients is also a worrying factor for 
us. CHW4 
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The low salaries make it difficult to be interested in doing your work with 
interest. We just work because we need the money even though it is very 
little. C1 
The shortage of staff at our clinics makes us all very angry because on 
some days we are not able to go home of 16:30 as we should because the 
clinic is still full of patients at that time. We are also not allowed to close 
doors a little earlier even if we see that the clinic is full. Some days we only 
leave the clinic at 18:00. ENA1  
Look at our building! It is dirty and falling apart. See the broken windows, 
chairs cupboards, how are we supposed to give good care under such 
conditions? PN3 
We currently use two consulting rooms, which causes delays because we 
have to use the rooms in turns. PN2 
The majority of the nurses complained bitterly about the low salaries, compared to the 
important work they do of taking responsibility for the health and lives of people. In 
addition, lack of privacy for the patients while being examined was also cited as a 
serious problem because of lack of adequate spacing in the clinics.  Moreover, such 
responses are evidence of lack of consultation by policy makers to the policy 
implementers during policy implementation. These are some of the critical issues that 
could have been raised and highlighted by the nurses during policy formulation had 
they been included/involved in the panning process. 
4.3.4 Lack of skills and shortage of staff  
The lack of skills and shortage of not only staff but also qualified staff was obvious at 
these clinics given that there were more non-nursing staff than nursing staff.  This was 
compounded by the fact that in both clinics, there were volunteers and contract 
workers who had the required qualifications but there were no vacancies. 
The shortage of professional nursing staff in our clinics is a major challenge. 
It is impossible for the nurses to do their work efficiently. If you look now at 
this clinic, we (meaning non-nursing staff) are more than the nurses and we 
all consult the three professional nurses if we get stuck and they still have 
to do their own work. CHW3 
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You know at this clinic there are contract workers who have the required 
qualifications for some of the jobs they are doing but government just does 
not want to employ them full time, I don’t know why. CHW5 
We see between 3000 and 3500 patients a month here and there are only 
two professional nurses here so we do all the consultations and are 
assisted by the Nursing assistants and the Community Health Workers who 
actually should not be doing that. PN1 
As you can see the clinic is fully packed and the nurses to assist are few, 
therefore, at some point, the complaints are true; even now, we are still 
waiting for a doctor. We have tried many times to advise the authorities 
about how to address health care delivery problems; they just don’t listen 
to us! PN2 
The nurses expressed their frustration at being disregarded and overlooked by the 
authorities. They felt that their opinions and suggestions did not really matter only the 
patients’ rights were respected.  
4.3.5 Patient complaints to the media 
The criticism levelled against nurses and other health workers by the public is a cause 
for concern for the nurses. Some nurses felt that the public did not have the full picture 
of their working conditions, which they feel are responsible for a number of internal 
and external constraints. They did not condone the rude behaviour from some of the 
nurses but also explained that it is sometimes the frustrations they experience while 
trying to execute their duties.  
Sometime patients complain that the nurses are too slow or take too long 
to attend to them. Patients don’t seem to realise the workload of the nurses.  
Some complain that the nurses are rude to them, but I have heard some 
patients also being very rude to nurses. C1 
Oh! People are never satisfied with anything. They complain about the rude 
behaviour of the nurses, lack of medication and long waiting period. DC1 
There are lots of complaints about the poor health care but patients do not 
understand that it is the government that must improve conditions for the 
nurses to be able to offer better care. CHW3 
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You know what! Some of the complaints are justified some not. But a lot of 
them are a true reflection of our Primary Health Care centre. It is stressing 
and frustrating to have to tell patients that there is no medication or we are 
still awaiting delivery. ENA1 
I think the complaints from the public are justified. Primary Health Care 
centres are not functioning smoothly and therefore the way we are working 
is not acceptable. The fact that patients have to go home without medication 
is just not acceptable, and we have complained about the lack of resources 
to the authorities, numerous times and we have even given up. We just 
refer the patients to hospital so that they can get medication. This is also 
wrong because poor patients now have to find money to go to hospital 
because we cannot cater for them. PN2 
We turn away patients and they complain about not getting service. There 
is nothing we can do and we cannot cope with the huge numbers. We do 
not even have extended hours so we are not available during weekends or 
after hours for workers and learners. Extended hours mean over overtime 
pay and it seems as I government is not ready for that. PN5 
The despondency expressed by the nurses was sometimes palpable judging by the 
way they expressed themselves. Some nurses also felt guilty about referring patients 
with simple ailments to hospitals because of lack of medicine at the clinics. 
4.3.6 Poor planning and lack of or slow assistance from policy makers 
The poor planning of the clinics, lack of consultation when planning to build clinics was 
also seen as one of the barriers to effective health care delivery and implementation 
of PHC.  
The infrastructure of the clinic is so poor it is actually sub-standard in my 
personal opinion. The authorities know that we are now seeing more 
patients that when the clinic was built but they do not seem to listen to us 
when we tell them we need for instance more consulting rooms. PN2 
Sometimes we do not have water and as a result we cannot wash hands 
and the tanks take ages to come. We also run out of electricity I am not 
referring to the power failure we are all experiencing now even before the 
electricity problem we have had lots of times without electricity. Telephones 
are another nightmare we actually use our own cell phones most of the time 
because the lines do not always work. PN4 
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The foregoing statements show that these clinic staff members and patients are at a 
risk of acquiring infectious diseases due to lack of adequate water supply. This is 
despite the fact that these are health clinics whereby a healthy and safe environment 
should not be compromised. 
4.4 INFLUENCE OF EXTERNAL FACTORS ON IMPLEMENTATION OF 
PRIMARY HEALTH CARE SERVICES 
4.4.1 Impact of free health care on Primary Health Care Services 
Participants were also asked to state their views concerning the impact of free health 
care on PHC services. Some of the participants were of the view that the PHC was a 
good initiative. However, concerns were raised that some of the patients were taking 
advantage of the services provided by the health care system by shopping around the 
neighbouring clinics for medication. Below are the responses from the participants. 
I think that the introduction of PHC was good. People who could not afford 
health care before are now able to do so. The number of people who come 
to the clinics has increased and this helps the hospitals to deal with more 
serious cases. PN1 
Free health care has increased my workload. It is as if this was not thought 
through or planned properly. We are still the same number of qualified staff 
here but we see hundreds of patients a day. Authorities think that by giving 
us more CHWs they have increased the number of qualified staff. We are 
unable to educate the public about health care and prevention of illness 
because we are overloaded. PN2 
Patients who are not sick at all come here pretending to be sick in order to 
get medication I don’t know what they do with it because they come quite 
often with either the same complaint or a different complaint. ENA2 
Oh! Sometimes we laugh at the things we experience here. We became 
aware quite some time ago of patients who do what we call ‘shopping 
around’. We also go to clinics in the surrounding area either for courses or 
to borrow treatment or equipment. We come across patients at theses 
clinics who also come to our clinic. When we ask the nurses about these 
patients they tell us that or these ones come here almost every second 
week. This to us means they alternate visits to the clinics. PN3 
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The above responses indicate numerous loopholes within the health system, which 
unfortunately are taken advantage of by patients. These results may suggest that, 
shortage of drugs may not be the fault of the health care system but because the 
patients themselves tend to hoard medication.  The results further suggest that there 
is need for implementation of technology use in clinics to capture the profile of patients 
across the province or better still the country. This will assist the clinics in identifying 
those patients that visit other clinic outside their jurisdiction for the same ailments yet 
they still have adequate medication.  
4.4.2 Violence, crime, harassment and security 
Exposure to crime and violence on a daily basis in and outside their work environment 
is a great concern to the clinic staff.  
We are constantly in fear of our lives because some patients get very angry 
and either become violent or threaten to ‘sort us out’ in the township after 
work, if they do not get the attention they think they deserve. We actually 
need security guards at the clinic. PN5 
Security is a critical issue that requires urgent attention from government. 
We are not safe here. Sometimes a mentally disturbed patient comes to the 
clinic for health care, does not get treatment, and becomes violent. Also, 
most of us, here are females and need protection form some of the patients. 
PN4 
This is a crime-ridden community with lots of violence. Patients come here 
at times and the doctor is not here then they get mad at us and tell us how 
useless we are. They sometimes threaten to physically beat us up 
especially when we are unable to assist them. I have had to ask my family 
to fetch me from work because as the in-charge I am responsible for what 
happens and does not happen here. PN1 
The presence of security guards at these clinics would be a source of comfort for the 
staff especially that the area in which the clinics are located is crime ridden. 
4.4.3 Limited communication from health authorities 
Poor communication between the health authorities and the health workers was one 
of the big concerns raised by the nurses. The poor communication was seen as having 
a key influence over the processes of policy implementation.  
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Some of us only got to know that the department of Health at the time was 
developing a Primary Health care policy through newspapers and the radio. 
We were never informed about it as a result we were not involved in the 
planning and were not consulted. The patients think that we do not care or 
do not know how to deliver health care. PN5 
Most of the time we just get told about new plans when they are either 
already in place or discussions are already taking place and we expected 
to just implement them. We do what we can the way we think fit because 
we are unable to implement a policy that is not working. PN4 
What makes it very frustrating is the poor response or no response form the 
authorities when we ask questions or ask for equipment. We are just 
ignored or sent from pillar to post. PN3 
As the person in charge of the clinic I sometimes get very frustrated with 
the poor communication, sometimes I only get to be informed about things 
very late and the nurses get angry because they think that I am the one 
who is not giving them the information on time. PN1 
Some nurses felt that their voices were not heard and are just told what to do with no 
consultation or discussion with them and that the authorities seemed distant. 
4.5 SUMMARY 
This chapter presented the preliminary results of the data analyses, which reflected 
the main trends and patterns in the data emanating from the main research question 
that informed the study. Themes discussed in the theoretical and conceptual 
frameworks discussed in Chapter 2 were used to present and analyse the collected 
data. The rest of the chapter was organised according to Lipsky’s ‘bottom-up 
approach’ as well as the links between and within external and internal factors in the 
conceptual framework, and how these factors influence health care delivery and 
Primary Health Care policy implementation. It is clear from the responses and 
experiences of the nurses that the PHCP was introduced to the health care sector in 
a top-down approach, which a number of theorists in the literature review chapter 
blamed as being responsible for the poor implementation of policies. 
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CHAPTER 5 
FINDINGS, CONCLUSIONS AND RECOMMENDATIONS  
5.1 INTRODUCTION 
This chapter presents a summary of the findings, conclusions and recommendations. 
The purpose of the study was  to develop a deeper understanding of how actors (in 
this case the clinic nurses) execute a certain policy and to explore and describe the 
experiences of the nurses, working at the Ginsberg and Sweetwaters Clinic situated 
outside King William’s Town in the Eastern Cape regarding primary health care 
delivery.  As indicated in Chapters 1 and 2, there are a number of studies that have 
been undertaken in South Africa on the effects of health policies including 
implementation of PHC services on nurses. However, most of the studies were 
undertaken in rural clinics. 
The experiences of nurses on the implementation of the PHCP in urban public health 
clinics became even more important in this study in order to find out whether the setting 
of the clinic was a barrier or not to better delivery of health care services. It was also 
important to find out whether there were any differences or similarities in the 
experiences of the nurses between urban and rural clinics. It is also well documented 
that government is committed to good quality health care delivery through the 
numerous endeavours published and implemented in the public health sector. It is 
however clear that there are issues within the public health service that either seem to 
be difficult to address or the authorities are not aware of these issues.  
The high level of criticism levelled against public health care nurses for poor health 
care service delivery is reported on almost a daily basis in the media in South Africa. 
Furthermore, these complaints and criticisms have been levelled against nurses for 
decades and do not seem to decline or fade away with time. The main question posed 
in Chapter 1 aimed at finding out what new measures could be introduced and 
implemented by the Eastern Cape Department of Health in order for the health care 
workers to provide quality health services at their clinics through the implementation 
of the PHC policy. This question, which also integrates with the objectives listed below 
forms the basis of the discussion that follows.  
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The main objectives of the study were to:  
• To explore health service providers’ perceptions on how the implementation of 
the Primary Health Care policy has influenced the provision of Primary Health 
Care Services. 
• To propose recommendations that may be used to improve service delivery at 
the clinics. 
The discussion of the findings is based on the conceptual framework outlined and 
discussed in Chapter 2. The internal and external factors discussed in the conceptual 
framework (Chapter 2) on the implementation of the PHC policy seem to have an 
important influence on the implementation of the policy. Furthermore, the manner in 
which the health care professionals implemented the policy was found to be heavily 
rooted in Lipsky’s bottom-up approach also discussed in Chapter 2. The above factors 
also played a major role in realising the objectives indicated above. 
5.2 KNOWLEDGE OF AND IMPLEMENTATION OF PRIMARY HEALTH CARE   
POLICY 
In order to be able to understand the challenges and experiences that nurses endure 
in implementing PHC, the first important step was to ascertain their level of 
comprehension of the Primary Health Care Policy (PHCP). The PHC policy forms the 
bedrock of quality health care service delivery to patients. The study showed that the 
majority of the Health Care Workers (including some Professional Nurses) lack 
information about the policy and its implementation. The poor knowledge of the policy 
expressed by the health care workers seemed to be intricately linked with the poor 
planning and lack of or slow assistance (indicated as one of the internal factors 
influencing health care delivery in the conceptual framework in chapter two) from the 
policy makers in the implementation of the policy. In a similar study undertaken by 
Walker & Gilson (2004), nurses reported that the policy makers had not engaged them 
in the discussions and deliberations regarding the planning and implementation of the 
policy. The Sweetwaters and Ginsberg clinics nurses in this study raised similar 
concerns. For instance, it is of great concern that health care workers readily stated 
that they knew nothing about a policy that was introduced into the health care system 
more than two decades ago. For a policy to be effectively implemented it has to be 
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very well understood by the implementers. However, if the implementers do not know 
what the policy is about and they are expected to implement it then there is only one 
way to do it - that is, the bottom-up approach or street-level bureaucracy as proposed 
by Lipsky (1980 & 2010) and others (Hill & Hupe, 2002; Buse et al. 2005). At the 
Sweetwaters and Ginsberg clinics, this approach was identified from some of the 
responses indicated in the previous chapter and is discussed in 5.3 and 5.4 below. 
Sabatier (1986) who favours a synthesis of the top-down and bottom-up approach 
stated that implementers unlike managers play an important function in the 
implementation of policies and if policies are just handed down to them they often 
change the course of programmes to suit their needs. Lipsky (2010) also suggested 
that while public health is the government's responsibility, health workers at facility 
level play a crucial role in the implementation of the policies. They exercise a certain 
discretion in terms of decisions about their patients, as they determine to an extent the 
amount and quality of services provided to patients. 
5.3 SHORTAGE OF MATERIAL RESOURCES, EQUIPMENT AND SUPPLIES 
Shortages of resources, equipment and supplies were identified by participants as 
some of the major challenges they are faced with almost all the time. The results of 
this study concur with those reported by (Reagan et al. 2003; Meuwissen, 2002; 
Thutse 2006, Walker & Gilson 2004) that the limited availability of key resources such 
as medicines, patient transport, oxygen, toiletries, and essential equipment has led to 
very difficult relationships between the nurses and the patients. At the Sweetwaters & 
Ginsberg clinics, the nurses complained about the difficulties they experienced with 
having only one vehicle to collect medication, and do community visits. For instance, 
the results of the study highlighted that, lack of medication and oxygen in their clinics 
led them to sometimes referring patients to hospital so that they could get medication. 
This move was cited as a constant emotional burden for the nurses because they felt 
that they were adding more work to an already over exhausted hospital staff. Emerging 
from the findings of the study was that on numerous occasions the nurses bought 
toiletries for patients using their own funds due to lack of supplies. They did this despite 
knowing that they would be unable to claim for these expenses because they would 
be told they were not expected to use their own funds for patients. Participants also 
stated that these shortages were barriers to the effective implementation of the PHC 
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policy, a source of anger and frustration and adding to the difficulties they experienced 
in the working environment. Similar findings of a study by Mashego and Peltzer (2005) 
in rural Limpopo reported that most of the time clinics did not have adequate supplies 
of medication and the shortage of drugs was found to be related to overcrowded 
clinics.  
The study by Walker & Gilson (2004) revealed that nurses complained that the 
introduction of the Essential Drugs List in 1996 substantially reduced the number of 
drugs available within the public sector and this subsequently led to huge conflicts 
between the nurses and their patients. Participants in the present study stated that at 
times they used their own cars to transport patients to the hospital. Though taking such 
a decision was against the law, they felt this was necessary so that patients could 
have access to essential medicines and thus prevent complications that may even 
lead to deaths.  
5.4 WORKING CONDITIONS, LOW SALARIES AND INCREASED 
WORKLOADS 
The poor working conditions, low salaries and increased workloads continues to be a 
cause of disagreement between clinic staff and the lawmakers, an indication that there 
is a need for re-examination of these factors. In this study, participants expressed a 
major dissatisfaction with the working conditions, salaries and increased workloads. 
According to Lipsky (2010), health workers have little incentives to fully implement the 
policies intended by policy makers especially if they are working in non-conducive 
conditions. Moreover, this may result in the policy implementers changing the content 
of policies in order to control their stress and the complexity of their everyday work as 
well as minimising their own discomfort. Nurses at the two clinics raised concerns 
about the small size of their clinics with few nursing staff who were expected to take 
care of the large number of sick people. The results of the study imply that the sizes 
of the clinics make it impossible for the nurses to render quality services as required 
by the law and expected by the public. At times, they have to wait while consulting 
rooms are being utilized for other procedures, there were also concerns about lack of 
privacy that some procedures required because the consulting rooms were being 
shared.  
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According to Petit et al. (2013), nurses in Liberia perceived primary health care 
services as detrimental to their working conditions and associated it with low salaries, 
staffing levels and increased workloads. Some of the participants at the Ginsberg and 
Sweetwaters clinics indicated lack of interest with their job but admitted that they just 
work because they need the money even though it is very little. These are similar 
comments to the ones expressed by the nurses in Liberia. 
5.5 LACK OF SKILLS AND SHORTAGE OF QUALIFIED STAFF 
The study shows that lack of skills and shortage of qualified staff was obvious at these 
clinics given that there were more non-nursing staff than nursing staff. According to 
the nurses, there were vacant posts for professional staff while new posts for non-
professional staff had been created. According to Sibaya and Muller (2000) shortage 
of staff, medicines, equipment and supplies were found to be among the greatest fears 
of PHC nurses in Gauteng. For instance, one of the participants in the current study 
indicated that there were contract workers who had the required qualifications for 
some of the jobs they are doing but government just does not want to employ them 
full time and no reasons are given to them. Participants identified shortage of staff as 
the most challenging factor they face on a daily basis.  
 Other studies conducted by Thipanyane & Mavundla,(1998) and Netshandama et al. 
(2005) in the Eastern Cape and Limpopo respectively also revealed that nurses 
complained that they were unable to give health education classes to patients, which 
is an integral aspect of health care delivery as well as, a patient empowerment 
strategy, due to shortage of qualified staff in their clinics. The study by Xaba et al. 
(2012) in Gauteng revealed similar results to studies conducted by Ijumba (2002) and 
Heunis et al. (2006) indicating that the lack of skills among professional nurses in 
Primary Health Care Clinics has still not been adequately addressed. The nurses in 
the current study raised similar concerns citing their dissatisfaction with the 
government on the employment of Community Health Workers in their clinics who are 
unable to render professional health care services that are desperately needed by the 
communities they serve. 
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5.6 PATIENT COMPLAINTS TO THE MEDIA 
The experiences and criticism levelled against nurses and other health workers by the 
public is a cause for concern for the nurses. Some participants felt so frustrated that 
the public is so insensitive because they did not have the full picture of their working 
conditions. Lack of material resources, equipment and supplies, shortage of staff were 
some of the factors, which were highlighted as being responsible for the dissatisfaction 
expressed by patients to the media. Participants stated that sometimes patients 
complain that the nurses are too slow or take too long to attend to them. Patients do 
not seem to realise the workload of the nurses.  Some complained that the nurses 
were rude to them, while some nurses complained of patients also being very rude to 
nurses. 
The health workers also felt unprotected by the health authorities when complaints 
about health care delivery were raised in the media. Nurses complained about the high 
expectations that patients had due to the PHCP and the Patients’ Rights Figure. 
Patients have no understanding of the heavy workloads the policy has brought to the 
clinics. However, some other participants acknowledged that the complaints from the 
public were justified. These results suggest that, the stresses and frustrations brought 
by the challenges faced by the nurses are too much for some of them to bear and they 
end up being rude and insensitive to patient needs.  
5.7 POOR PLANNING AND LACK OF OR SLOW ASSISTANCE FROM 
POLICY MAKERS 
The poor infrastructure of the clinics and lack of consultation when planning to build 
clinics was also seen as one of the barriers to effective health care delivery and 
implementation of PHCP. The infrastructure was never improved or upgraded before 
or even after the introduction of PHCP. In a study conducted by Walker & Gilson (2004) 
in South Africa on the experiences of nurses in implementing Primary Health Care it 
was clear from the nurses’ responses that the policy makers had not engaged them 
regarding the planning and implementation of the policy. Engaging the implementers 
would have given the policy-makers a better understanding of the consequences of 
introducing a policy without improvements on infrastructure and staff components. In 
this study, it was clear that, the policy makers never solicited comments and 
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suggestions from nurses (the implementers). Essentials like adequate running water 
taps, which is important to prevent infection spreading between nurses and patients, 
were not addressed; telephone lines and electricity especially for emergencies had not 
been upgraded. Some of the nurses felt that their calls to government for assistance 
in improving the facilities continue to be ignored.  
5.8 ABUSE AND MISUSE OF THE SYSTEM 
Most participants felt that free health care was responsible for the abuse and misuse 
of the system. However, nurses acknowledged that the free PHC was a success as it 
had improved access to health care for the communities, and had improved the health 
of their patients, and the nurses felt professionally fulfilled and empowered because 
of the free care policy. A similar study by Walker & Gilson (2004), in seven Community 
Health Centres (CHC) in a well-established urban township in South Africa on the free 
care policy, revealed that the free PHC was a success as it had improved access to 
health care for the communities; and had improved the health of their patients, and the 
nurses felt professionally fulfilled and empowered as a result of the free care policy. 
The nurses in this study also felt that PHCP also allowed hospitals to attend to the 
more serious cases while clinics attended to minor cases. The negative consequence 
of the free health care was the abuse of the system by the patients leading to work 
overload and shortage of drugs due to “shopping around” by the patients. The 
shortage of drugs at the clinics was cited as one of the reasons why patients were said 
to be “shopping around” for medication by the nurses. Patients indicated to nurses that 
they needed to stock up on medicines in the event that when they got sick and there 
was no medication at the clinic they had medication at home.  
The study conducted by Xaba et al. (2012) reported that patients misuse the services 
provided to them due to perceived stigma about a particular diagnosis or the stigma 
attached to it. Instead of going to the same clinic for treatment they attended for a 
particular illness, they went to different clinics each time they needed treatment. 
Several authors have also reported abuse of the free health services by foreign 
patients from the neighbouring countries. Schneider & Gilson (2000), Ijumba (2002) 
and Leon et al. (2002) reported that foreign nationals came into the country specifically 
for the free health services. These nationals then go back to their country of origin 
after receiving the treatment. Nurses at the two clinics, which are the subject of this 
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study, also indicated an awareness of the abuse of the system by foreign nationals, 
albeit on a small scale. 
5.9 VIOLENCE, CRIME, HARASSMENT AND SECURITY 
This study as with numerous other studies reported in Chapter 2, showed that nurses 
were exposed to crime and violence on a daily basis in their work situation and even 
outside their work environment. Jackson et al. (2013) highlighted verbal abuse 
experienced by nurses in their everyday work on the outskirts of a major city in 
Australia. The study revealed a discourse of verbal rudeness that included sexual 
insults, ridicule and unreasonable demands; hostility and threats; and menacing 
language. Security at this clinic was cited as a critical issue that required urgent 
attention from government. Walker & Gilson (2004) also reported in their research 
similar violent experiences of nurses at several urban clinics in South Africa. 
At both clinics in this study, nurses complained about lack of security. Netshandama 
et al. (2005) found that although there were security guards at the clinics they visited 
in the Vhembe district of Limpopo, the guards were either not trained at all or had 
limited training and did not carry any guns. The social environment in which the nurses 
worked and lived posed serious security problems, they felt unsafe and were often 
victims of violent crimes. In most PHC clinics the majority of workers are females, the 
security risk becomes an even more challenging factor, which continues to receive 
little or no attention from the government or health authorities. The issue of security 
therefore affects the provision of health care services at the clinics. According to the 
study conducted by Jordaan & Jordaan, (1998) this implies that the primary health 
care nurse who is experiencing a deficiency in their need for security (which is the 
second of the seven needs identified in Maslow’s hierarchy of needs) will not strive 
towards self-actualization which is the basic motive linking all these needs.  
5.10 LIMITED COMMUNICATION FROM HEALTH AUTHORITIES 
According to the nurses at the two clinics, lack of communication skills between nurses 
and policy makers badly influenced the implementation of the national department’s 
policies. Some nurses felt that their views were not taken into consideration instead, 
there was top down leadership style whereby they were just told what to do with no 
consultation or discussion with them and that the authorities seemed distant.  
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Poor planning and communication was seen as having a key influence over the 
processes of policy implementation. In the study conducted by Walker & Gilson (2004) 
in South Africa on the experiences of nurses in implementing PHC it was clear from 
the nurses’ responses that the policy makers had not engaged them regarding the 
planning and implementation of the policy. The lack of consultation was identified as 
a big weakness of the Department of Health. Hearing about new policies through the 
media was regarded as extremely degrading by the nurses. Moreover, they were of 
the view that, not being involved in discussions and deliberations of policies they have 
to implement was particularly frustrating for themselves. It is of great concern and 
unacceptable that health workers interviewed in 2016 (this study) were raising the 
same or similar issues raised in 2004 and earlier in other studies. 
5.11 CONCLUSIONS AND RECOMMENDATIONS 
5.11.1 CONCLUSIONS 
There are numerous challenges facing nursing staff in the primary health care 
facilities. It is also clear from the findings that there are still many lessons to be learnt 
from the experiences of nurses regarding PHC delivery. This study highlights the 
importance of bringing together the understanding of bottom-up and top-down 
perspectives as discussed in Chapter 2 so that the policy implementers are part of the 
deliberations when policy is formulated. Although policy-makers were not included in 
this study, it is important to address the recommendations to them because the bulk 
of the complaints were related to their management of PHC delivery within clinics. It 
is a great concern to the nurses that after so many decades since South Africa attained 
democracy with a worldwide respected Constitution (see introduction), the same 
problems persist. For instance in the Bill of Rights the rights to food, water, health care 
and social assistance are clearly articulated. However, patients either leave health 
care centres without having received the care they expected to receive or are not given 
the full attention they deserve. 
5.11.2 RECOMMENDATIONS 
Shortage of material resources experienced by the nurses where they have to use 
their own funds to buy toiletry and other materials for the patients cannot continue. 
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The researcher recommends that supply chain managers should involve nursing staff 
when ordering the materials and equipment so that there is adequate stock in reserves 
at the health care centres. 
Health workers’ mandate is to take care of the sick patients. However, if they are 
working in an unconducive environment it is difficult for them to execute their duties 
with diligence. It is of greatest urgency that working conditions and salaries are 
improved in order to boost the health workers’ morale and interest. 
Lack of skills and shortage of qualified staff are other contributing factors that affect 
health care delivery. In numerous clinics, nurses operate with a large number of 
community health workers who are not professional health care workers. It is 
recommended that, the Department of Health fills the current professional nurse 
vacancies, creates more positions and employs professionally qualified nurses. This 
will not only decrease the current workload but also render good health care services 
to their communities. 
Health workers are exposed to violence, crime and harassment; they work and live in 
fear. The department must ensure that the clinics are well fenced and employ fully 
trained security personnel in all the clinics. The development of intervention 
programmes and a policy framework that will address violence in not only clinics but 
also the health sector in general is long overdue. Proper channels of communications 
must be developed to eliminate poor communication channels between policy makers 
and the health workers at the clinics.  
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ANNEXURE 1: INTERVIEW COVER LETTER 
13 Winterberg Street 
West Bank   
King William’s Town 
5600 
31 January 2014    
     
     
Dear Sir/Madam 
 
Re: Request for your participation in a research study on “Implementing Primary Health Care Services 
at An Urban Clinic: Perceptions of Key Stakeholders in Ginsberg and Sweetwaters Clinics, King 
William’s Town, South Africa 
 
As part of the requirements for the completion of a Masters Programme in Public Administration at Nelson Mandela 
Metropolitan University (NMMU), I need to conduct a study on the above-mentioned topic. The aim of this study is 
to explore and describe the perceptions of clinic staff in the delivery of primary health care at Ginsberg and 
Sweetwaters clinics. The purpose of the study is to develop a deeper understanding of how the primary health 
care policy is implemented at these two clinics. 
 
You are hereby invited to voluntarily participate in this study through individual structured interviews that I will 
personally conduct with all the participants. I have chosen Ginsberg and Sweetwaters clinics as my target areas 
because these two clinics provide a mixture of urban and rural settings because they provide services to a number 
of rural villages situated near the clinics, this also broadens the scope of the study area. Each interview will take 
between 45 and 60 minutes to complete. All participants will be given consent forms to read and sign should they 
agree to take part. 
 
The aim is to start the fieldwork in mid-March 2014 and complete it in one month. Your right to confidentiality and 
privacy will be strictly upheld. You can withdraw from the study at any time should you wish to do so. The results 
of the study will be made available to all participants should they wish to have them. 
 
I hope that this request will receive your favorable consideration. 
 
Yours faithfully 
 
 
 
Mrs. N. E Nkalashe 
Masters in Public Administration student 
Department of Political and Governmental Studies 
NMMU 
Email: Eunice.nkalashe@dha.gov.za 
Telephone: 043 604 1200 or 076 402 4561 
 
Dr. N. Bomela 
Department of Research Management 
NMMU 
Email: Nolunkcwe.bomela@nmmu.ac.za 
Telephone: 041 504 2677 
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ANNEXURE 2: INTERVIEW SCHEDULE 
INTERVIEW SCHEDULE FOR HEALTH CARE PROFESSIONALS AT GINSBERG AND SWEETWATERS 
CLINICS: KING WILLIAM’S TOWN. 
 
Introduction 
Good morning Sister, I am Nomangaliso Eunice Nkalashe from NMMU. Thank 
you very much for agreeing to participate in this research study. I am here to 
conduct research for my Master’s degree on Implementing Primary Health 
Care Services at an urban clinic: Perceptions of key stakeholders in 
Ginsberg and Sweetwaters Clinics, King William’s Town, South Africa.  
It is hoped that this information will assist the Department of Health in giving 
support to the health care professionals concerning implementation of health 
policies. 
 
 
Part 1 Bio-demographic data 
a) What is your 
age? In 
years 
  
b) What is your sex? Male Female 
c) What is your highest education 
level? 
  
 None  
 Grade 1 to 5  
 Grade 6 to 10  
        Grade 11 to 12  
 Tertiary education  
d) Employment status                 
               Full time  
               Part time  
               Contract  
               Volunteer  
               Other – name  
e) What is your position/job title? Nursing staff 
Non-nursing staff  
 
f) How long have you worked at this 
clinic? 
 
 
Additional bio-demographic 
information can be added 
here. 
 
 
2.  Can you tell me a little bit about yourself, for instance I see that you are wearing 
different stripes on your shoulders than the others; can you tell me what they 
mean? 
 
Probes: 
-Role played in  the clinic 
-Leadership position 
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Part 2 Experience at clinic 
3. I understand that there are different kinds of public health clinics. Can you 
explain to me briefly, what type of clinic this one is? 
 
 
Probes: 
-Comprehensive clinic 
-Supermarket clinic 
4. The Primary Health Care policy was introduced in 1994 to assist in the 
improvement of health care delivery in the country. Can you tell me more about 
your understanding of this policy? 
 
 
Probes: 
-Policies and Regulations 
-Resolutions taken at Alma 
–Ata Conference 
-Role of health care 
professionals in policy 
development 
5. In your opinion were nurses involved in the formulation of the policy. Were there 
any consultations from government to get input from the nursing staff and other 
relevant employees? 
 
 
Probes: 
-Inputs from nurses 
-DENOSA 
-SANC 
6. Were nurses trained before the policy was implemented? 
• If yes, please elaborate. 
• If no, please elaborate. 
Probes: 
-Primary Health Care 
training 
-Workshops 
-In-service training  
7. There has been a lot of reporting in the media about the poor health care 
services that clinics and hospitals offer. In the case of your clinic, do you think 
that these complaints are justified?  
 
  
Probes: 
-No 
-Yes 
8. What kinds of complaints do you receive from the public regarding health care 
delivery at your clinic? 
 
Probes: 
-Lack of thorough 
assessment 
-Rudeness 
-Long queues 
-Diluted medicines 
9. What in your opinion are the most important issues that need to be addressed 
by the Department of Health in the Eastern Cape in-order to improve primary 
health care delivery?   
  
 
Probes: 
-Recruiting more nurses 
-Salary adjustments 
-Promotion 
11. Do you think that the current infrastructure at your clinic is adequate for you 
to execute your duties? 
• If yes, please elaborate. 
• If no, please elaborate. 
Probes 
-Computers, faxes 
-Electricity/ generators  
-Water supply 
-Sanitation  
-Maintenance of buildings 
-Security 
-Transport 
12. How do you deal with what some health care professionals call ‘shopping 
around’ by clients? 
Probes: 
-Mobile clinics 
-Educate the patients 
-Home visits 
 
Thank you for participating in this study  
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ANNEXURE 3: INFORMATION AND CONSENT FORM 
NELSON MANDELA METROPOLITAN UNIVERSITY 
INFORMATION AND INFORMED CONSENT FORM 
 
RESEARCHER’S DETAILS 
Title of the research project 
Implementing Primary Health Care Services at an Urban 
Clinic: Perceptions of Key Stakeholders in Ginsberg and 
Sweetwaters Clinics, King William’s Town, South Africa  
Interviewer NOMANGALISO EUNICE NKALASHE 
A. DECLARATION BY OR ON BEHALF OF PARTICIPANT  Initial 
I, the participant and the 
undersigned 
 
   
I confirm that I am over 18 years of 
age. 
   
A.1 HEREBY CONFIRM AS FOLLOWS:  Initial 
I, the participant, was invited to participate in the above-mentioned research project   
that is being undertaken by NOMANGALISO EUNICE NKALASHE 
from Department of Political and Governmental Studies 
of the Nelson Mandela Metropolitan University. 
 THE FOLLOWING ASPECTS HAVE BEEN EXPLAINED TO ME, THE PARTICIPANT:  Initial 
2.1 Aim:   
The investigator is exploring the nurses’ perceptions on how the 
implementation of the Primary Health Care Policy has influences 
the provision of Primary Health Care Services. 
  
  
The information will be used to develop recommendations that 
can be used to improve service delivery at the clinics. 
2.2 Possible benefits:   
As a result of my participation in this study there will be no 
financial or other benefit to me. 
  
2.3 Confidentiality:   
My identity will not be revealed in any discussion, description or 
scientific publications by the investigators. 
  
2.4 
Voluntary 
participation / refusal 
/ discontinuation: 
My participation is voluntary YES NO 
  
My decision whether or not to 
participate will in no way affect my 
present or future care / employment / 
lifestyle 
TRUE FALSE 
A.2 I HEREBY VOLUNTARILY CONSENT TO PARTICIPATE IN THE ABOVE-MENTIONED 
PROJECT: 
Signed/confirmed at  on  20 
 
 
 
 
 
Signature or right thumb print of participant 
Signature of witness: 
Full name of witness: 
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ANNEXURE 4: PERMISSION LETTER TO UNDERTAKE STUDY 
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ANNEXURE 5: ETHICS CLEARANCE PERMISSION 
 
SOUTH CAMPUS FACULTY OF ARTS 
Tel:.+27 (0)41 5042855   Fax. +27 (0)41 5041661 
Noxolo.mngonyama@mandel.ac.za 
Ref: H/14/ART/PGS-0012 
11 June 2018 
Mrs NE Nkalashe 13 Winterberg West Bank 
KING WILLIAMS TOWN 5601 
Dear Mrs Nkalashe 
RE: APPLICATION FOR ETHICS CLEARANCE APPROVED TITLE: 
IMPLEMENTING PRIMARY HEALTH CARE SERVICES AT AN URBAN CLINIC: PERCEPTIONS 
OF KEY STAKEHOLDERS IN GINSBERG AND SWEETWATERS CLINICS, KING WILLIAM’S TOWN, 
SOUTH AFRICA 
 
Your above-entitled application for ethics clearance was considered by the Faculty Postgraduate 
Studies Committee meeting (FPGSC) of the Faculty of Arts. 
We take pleasure in informing you that the application was approved by the committee. 
Your Ethics clearance reference number is H/14/ART/PGS-0012, and is valid for three years, from 29 
May 2018 – 29 May 2021. Please inform the FPGSC, via your supervisor, if any changes (particularly 
in the methodology) occur during this time. An annual affirmation to the effect that the protocols used 
are still those for which approval was granted, will be required from you. You will be reminded timeously 
of this responsibility. 
We wish you well with the project. Yours sincerely 
 
 
 
Mrs N Mngonyama FACULTY ADMINISTRATOR 
cc: Supervisor HoD, School Representative: Faculty FPGSC 
